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percutaneous treatment. Under general anesthesia and conventional
ﬂuoroscopy, with continuous invasive hemodynamic monitoring and
two-three dimensional transesophageal echocardiography, a single
MitraClip was implanted (Fig. 1E). An immediate hemodynamic im-
provement (stroke volume index from 47 to 63 ml/m2; pulmonary
wedge pressures from 26 to 16 mm Hg; complete V-wave disappear-
ance) was observed.
Echocardiography documented a mild residual mitral regurgitation
(Fig. 1F, Clip 2). The patient had an uneventful recovery and wasMitral regurgitation after heart transplantation is not a rare ﬁnding,
leading often to overt heart failure and poor clinical outcome [1,2].Med-
ical management can be an unsuccessful strategy, and a redo-surgery
could represent a high risk. Percutaneous mitral valve repair using
MitraClip has been shown as a safe technique in high surgical risk pa-
tients with functional and degenerativemitral regurgitation [3,4]; how-
ever, it has been never reported in heart transplanted. We describe for
the ﬁrst time a patient with heart transplantation and severe mitral re-
gurgitation treated with MitraClip.
A 72-year-old man underwent heart transplantation for end-stage
ischemic heart disease. One year later he was admitted to our hospital
for congestive heart failure (New York Heart Association functional
class IV). His medical history was also notable for hypertension, mild
kidney disease, chronic anemia and peripheral vascular disease. During
the ﬁrst 3 months after transplantation, routine endomyocardial biop-
sies revealed mild rejection (grade IIA) that was resolved (grade ≤ IA)
with increased immunosuppressive therapy. At admission, a 4/6
holosystolic murmur was detected in mitral area. Transthoracic echo-
cardiography showed normal biventricular function and a severe eccen-
tric mitral regurgitation jet related to a prolapse of the posterior leaﬂet
(P1–P2) with incomplete systolic coaptation (leaﬂets systolic separa-
tion: 0.5 cm; jet area: 13.2 cm2, vena contracta: 0.7 cm, effective
regurgitant oriﬁce area at proximal isovelocity surface area method:
0.41 cm2) (Fig. 1A and B). These data were subsequently conﬁrmedment, “Ospedali Riuniti and
land Ltd. This is an open access articlwith transesophageal echocardiography (Fig. 1C and D, Clip 1). Consid-
ering the high risk of redo-surgery, the local “Heart Team” decided for
discharged asymptomatic six days after MitraClip implantation.
To our knowledge, this is the ﬁrst report ofMitraClip implantation in
a transplanted heart. This case demonstrates the feasibility of the tech-
nique even in the “distorted” anatomy of orthotopic heart transplanta-
tion. Therefore, given the high risk of redo-surgery, MitraClip can
be considered in severe mitral regurgitation of heart transplantated
patients, where medical therapies are unsatisfactory. This case report
suggests that MitraClip could be highly effective in this subset of
patients.
Supplementary data to this article can be found online at http://dx.
doi.org/10.1016/j.ijcard.2014.10.099.
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Fig. 1. Transthoracic echocardiography showing a severe eccentricmitral regurgitation jet (panels A andB). The transesophageal study documented posteriormitral leaﬂet prolapse (P1–P2),
with aﬂail gap of 0.5 cm (panel C) and conﬁrmed the severity ofmitral regurgitation (vena contracta of 0.7 cm at color Doppler, panel D). Panel E: three-dimensional echocardiographymon-
itoring the position of theMitraClip above themitral valveduring theprocedure. Panel F:mild residualmitral regurgitation afterMitraClip implantation. ERO, effective regurgitant oriﬁce,MR,
mitral regurgitation, PISA, proximal isovelocity surface area.
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